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Abstract A bloodless field is essential in hand surgery. In
finger surgery, this can be achieved by the rubber glove
technique. When treating a tip avulsion in a 5-year-old boy
the tourniquet was accidentally left in place. This resulted
in a necrotic finger that had to be amputated. To prevent
this disastrous complication, we propose never to use this
method of digital tourniquet.
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Introduction
A bloodless field is deemed essential in hand surgery, and
the use of a tourniquet is a well-established practice.
Tourniquets can be placed around the upper limb, and
when operating on a single finger, they can be placed
around the base of a finger. When operating under local
anaesthesia, a digital tourniquet, when applicable, is
preferred. The reason for this is because patients cannot
tolerate the pressure of an upper limb tourniquet for a long
period. Several types of digital tourniquets are in use. The
rubber glove method [1] is reportedly a simple, safe and
elegant method. A normal operating glove, which is cheap,
sterile and always available, is used. A gloved finger is cut
and the tip of the gloved finger removed. This is placed
over the finger to be operated upon. As the glove is rolled
proximally, the finger is exsanguinated, and a digital
tourniquet around the base of the finger is achieved. This
seems to be a simple and ideal method.
Case report
A 5-year-old boy presented to the emergency department of
our hospital; his middle finger of the left hand had been
caught in a door. This resulted in a tip avulsion with
exposed bone and a laceration of the germinal nail matrix.
He had eaten 1 h before the accident. Because the patient
was very cooperative, it was decided to do the operation
under local anaesthesia; the rubber glove tourniquet method
was used. After a soft tissue and germinal matrix repair, a
dressing was applied, and the boy was sent home. The first
2 days were uneventful, but on the third and fourth days,
increasing soreness was noted. The patient was seen on
day 5 on routine postoperative control; it was only then that
the forgotten tourniquet was first noticed. The entire finger
was necrotic (Fig. 1) and had to be amputated. The parents
and patient, the hospital complication board and the
national health inspection were informed.
Discussion
Inadvertently leaving the tourniquet in place is a well-
known risk [2, 3]. We have tried to determine any
mitigating circumstances which might have caused this
complication. The surgeon, who was in his final year of
plastic surgery residency, was well aware of this risk. He
was experienced both in performing this procedure and this
type of digital tourniquet. The patient was relaxed and
cooperative. The room where the operation took place was
quiet, and there were no distractions. There were no other
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procedures planned that day. Present during the procedure
were a junior intern, a nurse and the boy’s mother. During
the procedure, the risk of leaving the tourniquet was
discussed with all present, and everyone was asked to
remind the surgeon to remove the tourniquet.
After the operation, the finger was still numb from the
local anaesthesia. Nerves are the first structures in the digit
to become damaged by the pressure of the tourniquet. This
is how a “painless” ischemia can occur even when the
effects of the local anaesthesia wear off.
Conclusion
The consequences of leaving a digital tourniquet are
dramatic. This has occurred in our department despite
being well aware of the risk. No cause could be identified
as to how this could have happen.
Our advice is to only use a tourniquet that has to be
closed using a large clamp. That way, inadvertently putting
a dressing over the tourniquet becomes impossible.
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Fig. 1 Necrotic middle finger of a 5-year-old boy with the forgotten
tourniquet
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